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Board certification

a process by which physicians show they have reviewed a set of material which then designates them
as board-certified

Originally developed in part due to a lack of standardization with regard to medical training programs
as well as the desire by some for positive publicity, not unlike having 2 “Good Housekeeping” seal.
They have become obsolete as a host of governmental agencies now regulate and oversee board
certification.

essentially unregulated by any federal or state laws

Board certifying companies have no specific legal requirements or standards necessary to establish
themselves.

Standards for the title of “board certified” are set by the organizations themselves and can vary
significantly from organization to organizadon. Those who are undergoing board certification
cannot freely choose or have a direct say in the leadership of these companies.

These are, for the most part, out of state organizations that have a profound impact in our state
physician supply.

State medical licensing boards

Quality

Are the official regulatory bodies of physician practice. Licensure includes maintaining continuing
medical education.

Michigan has the most stringent continuing medical education requirements in the United States,
with doctors required to complete 50 hours of continuing medical education per year or face losing
their medical license. This has worked very well with regard to maintaining competent and qualified
doctors in our state.

Board certification does not improve the quality of medicine. In fact, a study completed in 2002
revealed that board certification may even decrease the quality of health care as physicians are
pressured to participate in activities that are not related to what they do every day and take time away
from continuing medical education that is relevant to their patients. Recent studies have shown that
participating in the latest layer of board certification called maintenance of certification offered to no
improvement in quality of medical care that doctors provide.

The quality of our physicians in Michigan is excellent and is best determined by the Michigan Board
of Medicine which regulates physician licensure.

Patient access

We recently lost a qualified obstetrician in the Cadillac community due to board certification issues.
He was fully licensed and qualified to deliver babies at our hospital, but since he did not complete a
portion of his board certification process, he did not receive the title of “board certified” and left
Michigan. He was not able to be paid by some insurance companies since they wanted him board
certified by a private company not even located in Michigan. This created a large hole in access to
care.

Other doctors in northern Michigan are choosing to retire rather than participate in expensive board
certification companies.



» This has caused huge problems. When a doctot leaves, even one doctor, it causes massive problems
with access to care in rural areas such as Cadillac and areas north and south of us.

* Rick Murdock, executive director of the Michigan Association of Health Plans, said in 2 MIRS article
earlier this year that his board members responded favorably to the bills when they were presented
with the information. "They saw it as an access issue,” Murdock said.

Advantages of this legislation

¢ This legislation improves access for thousands of Michigan patients.

e This removes the pressure that I believe hospital and insurance administrators are put under by
board certification companies to avoid doctors that refuse to buy their expensive and unregulated
products.

This legislation costs the state of Michigan, insurance companies, or hospitals nothing.
It enhances patient access to excellent physicians.

¢ It does not prevent board certification companies from functioning but it makes these companies
really voluntary in which to participate.

Of Note:

The American Board of Medical Specialties, the largest board certifying organization for physicians, has over
$400 million in cash assets with its president receiving over $800,000 in income. These organizations may not
have the same standards for their leadership as they might for other physicians. According to a federal
lawsuit filed by the Association of American Physicians and Surgeons against the American Board of Medical
Specialties, “ABMS itself appointed as its new President/ CEO in 2012, someone who was ‘not meeting MOC (maintenance
of certification) requirement’, but received an exemption not available to many others.”

Physicians most commonly participate in board certification activities

® Because they fear the loss of hospital staff privileges or insurance network participation. This is
despite the lack of any consistent scientific evidence whatsoever that board certification makes one a
better physician.

® Because they feel that board certification may help them professionally.

A recent court case was settled between the Academy of Allergy and Asthma and Primary Care/United
Biologics and the American Academy of Allergy/American College of Allergy/individuals. In this court case,
the plaintiffs (Academy of Allergy and Asthma and Primary Care/United Biologics) alleged that the
defendants “violated Federal and State antitrust laws and State laws probibiting fortious inferference with existing contracts
and prospective business relations and conspiracy by claiming that board-certified allergists . . . set the standard of care.” This
case was settled. As part of the settlement, “The settling defendants agree to refrain from telling representatives of third-

party payers . . . they showld not reimburse or reduce the amonnt they will reimburse for allergy testing or allergy immunotherapy
performed by physicians other than board-certified allergists . . .”
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ABSTRACT

Purpose. Specialty board certification status is often
used as a standard of excellence, but no systemaric review
has examined the link between certification and clinical
outcomes, The authors evaluated published studies crack-
ing clinical outcomes and certification status.

Method. Data sources consisted of studies cited between
1966 and July 1999 in OVID~-Medline, psychological ab-
stracts (PsycLit), and the Educational Research Informa-
tion Clearinghouse (ERIC). Screening criteria included:
only U.S. patients and physicians used as subjects; verified
specialty board certification status by an American Board
of Medical Specialties’ (ABMS’) member board using the
ABMS database or derivative sources; described selection
criteria for patients and physicians; selected nationally
recognized standards of care for outcomes; and nested pa-
tient data by individual physician. The computerized
searches that were conducted in 1999 identified 1,204
papers; one author and a research assistant selected 237

papers based on subject relevance, and reduced the list to
56 based on study quality. The authors independently ap-
plied inclusion and exclusion criteria to identify 13 of the
56 papers containing 33 separable relevant findings.

Results, Of the 33 findings, 16 demonstrated a significant
positive assaciation between certification status and posi-
tive clinical cutcomes, three revealed worse outcomes for
certified physicians, and 14 showed no association. Three
negative findings and one finding of no association were
identified in two papets with insufficient case-mix adjust-
ments in the analyses. Meta-analytic statistics were not fea-
sible due to variability in outcome measures across studics.
Conclusions. Few published studies (5%) used research

methods apprapriate for the research question, and among

the screened studies more than half€upport an association
between board certification status and positive clinical

outcomes.
Acad. Med. 2002;77:534-542.
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member board has become the de facto
standard by which the profession and
the public recognize physician special-
ists in the United States. As of 1998,
the 24 member boards of the ABMS
had certified approximately 87% of the
more than 635,000 licensed physicians
in the United States.' Currently, the
hoards issue certificates in 36 general
specialties and 88 subspecialties.” Most
hospitals, managed care organizations,
and health insurance plans require
board certification for physicians wish-
ing to obtain clinical privileges and join
provider panels, The two largest orga-
nizations that accredit hospitals and
other health-care-provider organizations,

the Joint Commission on Accreditation
of Healthcare Organizations’ and the
National Committee for Quality Assur-
ance,' incorporate board certification
into their accreditation standards. In ad-
dition to the 24 ABMS member boards,
approximately 180 non-ABMS boards
issue specialty certificates, suggesting
that physicians petceive a need to be
certified. The public also uses board cer-
tification as a measure of a physician’s
expertise, despite well-documented stare-
ments by the ABMS and the member
boards that board certification is but one
of several qualifications to be considered
in assessing the quality of a physician's
clinical care.’
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nizations that accredit hospitals and
other health-care-provider organizations,
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Board certification is reasonably as-
sumed to provide a measure of quality,
since empirical evidence links measures
of clinical care and measures of clinical
knowledge and training, which are used
to determine board certification. For ex-
ample, higher scores on certification ex-
aminations correlate with measures of
better patient care,*” and ratings in
training correlate with clinical knowl-
edge." However, despite the presumed
link between certification and better
clinical outcomes, no comprehensive
review exploring the relationship be-
tween clinical outcomes and board cer-
tification has been published.

In this study we examined the pub-
lished medical licerature in the United
States for evidence defining the re-
lationship between clinical outcomes
and board certification. Specifically, we
questioned whether board certification
by one of 36 general specialties recog-
nized by the ABMS correlated ecither
positively or negatively with clinical
outcomes defined as accepted national
standards of care.

METHOD
Definitions

A board-certified specialist in this study
was defined as a physician with one or
morte valid certificates in the 36 general
specialties recognized by the ABMS.?
Certification by an ABMS member
board requires the physician “to suc-
cessfully complete an approved educa-
tional program” accredited by the
Accreditation Council for Graduate
Medical Education (ACGME) and
"pass a rigorous examination process ad-
ministered by a member board, that is
designed to assess the knowledge, skills
and experience required to provide
quality patient eare in the specialry.™
Clinical sutcomes were defined as ac-
cepted national standards of care similar
to those reported in the National
Guideline Clearinghouse (NGC). The
NGC is sponsored by the Agency for

Healthcare Research and Quality, in
partnership with the American Medical
Association (AMA) and the American
Association of Health Plans.

Data Sources

We conducted a systematic search
for studies published between 1966
and July 1999 in three dacabases:
OVID-Medline, psychological ab-
stracts (Psyelit), and the Educational
Research  Information Clearinghouse
{ERIC). The search consisted of the
Medical Subject Headings (MeSH) and
text words “certification, medical spe-
cialty, board certification, outcomes,
clinical outcomes, and quality of health
care,” In addition, we conducted 36
separate searches using the names of the
36 individual primary specialties ap-
proved by the ABMS as text words
paired with the text word “certifica-
tion.,” All search results were limited to
the English language. We manually
searched the reference sections of each
article for additional studies; one of us
(LKS) and a doctorate-level researcher
conducted independent searches.

Screening Criteria

Papers selected for review underwent
three sets of screens, and we employed
standard procedures for literature re-
views."™ One of us (LKS) and a Joctor-
ate-level research assistant indepen-
dently teviewed all abstracts in the
initial selection of articles. When re-
viewers could not agree after reviewing
an abstract or when references did not
include an abstract, the full paper was
obtained and reviewed. Papers were se-
lected based on the review of the ab-
stracts if they met these criteria (Cri-
terion Set 1}

1. Measured at least one clinical out-
come or process outcome

2. Mentioned board certification in
the abstract or paper

Those papers meeting the initial
screening criteria were selected for fur-
ther study. We reviewed five studies in-
dependently to define criteria for fur-
ther review of studies. Following the
independent review, we met to obtain a
consensus. Information was extracted
from the remaining set of papers to
judge studies against the next set of cri-
teria (Criterion Set 2):

1. Reported on the clinical care pro-
vided by physicians in the United
States

2. Compared at least one clinical
outcome or process outcome for physi-
cians having different certification qual-
ifications or different specialty training

3. Defined and reported outcomes
data as any measurable indicator of pa-
tient care, including mortality, morbid-
ity, specific health outcomes, patient
evaluntion Uf care, Costs le' Sel'vices|
and malpractice litigation—studies
measuring physicians’ knowledge only
through standardized tests or written
examinations were excluded

4. Reported specialty board certifi-
carion status as a variable in the daw
analysis

We independently reviewed the data
extracted from the studies during the
second screen for methodologic quality
according to other criteria {Criterion

Set 3):

1, Quilined specific criteria for se-
lecting patients and physicians

2. Verified physician’s specialty board
certification using the ABMS database,
member boards’ databases, or derivative
sources (e.g., the AMA Masterfile)

3. Analyzed data on clinical out-
comes with comparisons for individual
physician specialists

4, Based clinical outcomes on na-
tionally recognized standards

Papers were evaluated on, but not ini-
tially excluded for failing to meet, this
criterion (also a part of Criterion Sec 3):
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5. Used case-mix adjustments at any
level {c.g., demographics, disease state)

REsuULTS

The computer-based literature searches
of three bibliographic darabases identi-
fied 1,204 papers that mentioned any of
the initial MeSH or text words in the
abstract or title. Screening of the 1,204
abstracts identified 230 papers that
measured at least one clinical or process
outcome and mentioned board certifi-
cation (Criterion Set 1). We manually
searched the reference sections of all
230 articles to identify seven additional
papers meeting the initial ecriteria.
These 237 papers represented the uni-
verse of studies relevant to the research
question. Of the 237, 56 (24%) mea-
sured American physicians' clinical
outcomes, compared outcomes with cer-
tification status, and reported certifica-
tion status as a variable in the data
analysis (Criterion Set 2). We reviewed
data from the 56 papers for quality of
research method, verification of certifi-
cation status, data-analysis methods,
and application of nationally recognized
standards of care for assessing outcomes
{Criterion Ser 3). We agreed that 13
papets in the data set (5%) with 33 sep-
arate findings met the screening criteria
for relevance of an association between
boatd certification status and clinical
outcomes,

We excluded 43 of the 56 papers re-
viewed with Criterion Set 3 for various
reasons, Twenty-two studies either did
not verify board-certification starus or
used unreliable sources. If certification
status is not confirmed, it is impossible
to interpret in any meaningful way dif-
ferences in clinical outcomes related to
certification status. Another 20 articles
confirmed board-certification status of
the physicians using reliable sources but
were excluded because of research de-
sign issues. For example, two studies
combined board-certified  physicians
with “board-eligible” physicians.'""
“Board-eligible” is not eguivalent to

board-certified, and frequently, this
term describes physicians who have
failed the certification process or com-
pleted ACGME accredited residency
training but have not applied for certi-
fication.’ One study was excluded be-
cause the outcome variable was not a
nationally accepted guideline for care."

Of the I3 papers with 33 findings,
two papers™”® did not make case-mix
adjustments, leaving in doubt the sig-
nificance of four findings. We did not
include these findings in the final anal-
ysis, reducing the number of findings to
29 reported in 11 papers. For the 29 re-
maining findings, 16 demonstrated pos-
itive and statistically significant associ-
ations between certification status and
supetior outcomes, and 13 demon-
strated no evidence of an association.
Excluding the two papers that failed to
adjust for case mix, no evidence existed
of worse outcomes related to certifica-
tion. In all, four papers reported only
positive findings, and four demonstrated
a mix of positive findings and no evi-
dence of an association, Table 1 lists
these 13 papers, which are grouped into
three clusters based on how the results
were reported: (1) individual specialties,
(Z2) muleiple specialties grouped ro-
gether, and (3) malpractice and licen-
sure databases. For reference the two
papers without case-mix adjustments
ate included.

The first cluster of five papers in Ta-
ble 1 concems individual specialties.
Heck and colleagues'® compared board-
certified and non-certified orthopedic
surgeons’ performances on knee replace-
ments for severe osteoarthritis and
found no association with certification
status. The study was limited by the fact
that 41 surgeons were board-certified,
compared with only seven who were
not. Kelly and Hellinger'™ conducted
two studies based on a national data-
base. One compared board-certified and
non-certified surgeons on three types of
surgeries.””  Findings revealed fewer
deaths when certified surgeons per-
formed peptic ulcer surgery as compared

with non-certified surgeons. However,
the numbers of deaths related to surgery
for stomach cancer and abdominal an-
eurysm did not differ by certification
status. Using the same database, they
also compared internal medicine and
family practice physicians based on cer-
tification status within specialey.” Qut-
comes included rates of mortality during
cardiac catheterization and in-haospital
mortality secondary to a myocardial in-
farction. Although no significant rela-
tionship existed between certification
status and mortality during catheteriza-
tion, board-certified physicians within
both specialties had fewer inpatient
deaths due to myocardial infarction
than did their non-certified colleagues.
Pearce and colleagues” compared
board-certified surgeons with subspe-
cialty certification in vascular surgery
from the American Board of Surgery
with non-certified general surgeons on
three procedures: (1} carotid endarce-
rectomy (CEA), (2) lower-extremity
bypass graft, and (3) repair of a ruptured
abdominal aortic aneurysm (AAA). Pa-
tients treated with CEA by board-cer-
tified surgeons had a 15% lower risk of
death or complication than did patients
treated by non-certified surgeons, and a
24% lower risk following treatment for
AAA. Certification status did not sig-
nificantly affect outcomes following
lowet-extremity bypass grafting. The fi-
nal study in this cluster, that of Ramsey
and colleagues,® evaluated certified and
non-cettified internists on a series of
outcome variables ranging from evalu-
ations of clinical skills rated by profes-
sional colleagues to satisfaction rarings
by patients and clinical dara abstracted
from charts. These authors reported
that four of seven results were associ-
ated positively with cerificarion status.

The second cluster of papers sum-
marizes studies that grouped physicians
from different specialties, Two papers
identified positive associations between
board certification and outcotmes,’™'
while Brook et al.* reported no associ-
ation between certification scarus and
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complications following CEA. Tussing
and Wojtowycz" found that board-cer-
tified obstetricians had a higher ce-
sarean-section rate than did a group of
physicians from a mix of specialties. Be-
cause the study did not adjust suffi-
ciently for case mix, this finding may be
attributable to the fact thac the certified
ohstetricians dealt with more high-risk
pregnancies,

The third cluster of papers in Table
1 contains four studies that used infor-
martion from malpractice claims and
medical licensure darabases."***** The
11 results {the Schwartz and Mendelson
paper includes four results) demon-
strated four positive associations, two
negative associations, and five instances
with no association. In reviewing pro-
fessional liability insurance claims in
Florida, Sloan and colleagues'® identi-
fied negative associations with certifi-
cation status {i.c., more liability claims
amang board-certified physicians) for
the surgical group of specialties and the
combined group of obstetricians—gyne-
cologists with anesthesiologists. The
malpractice claims against the medical
group of specialists demonstrated no as-
sociation with certification status. As
with the Tussing and Wojtowycz" study,
the results of Sloan’s study are difficult
to interpret because of inadequate case-
mix adjustments. The certified physi-
cians could have cared for more com-
plicated patient populations than their
non-certified colleagues and penerated
more malpractice claims. We excluded
the Sloan paper from the final tally of
findings. In addition, it is acknowledged
in these papers using malpractice data-
bases that malpractice claims do not
necessarily reflect inferior quality of
care.

D1iscussion

The general public, health care provid-
ers, health care payers, and physicians
significantly value specialty board cer-
tification. Mare important, empirical
evidence suppores the value of board
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certification. Certification has been as-
sociated with increased medical knowl-
edge,® superior training,? and cerain as-
pects of patient care.’™ Although
these surtogate markers support the
value of board certification, they are not
direct measures of the clinical care as-
sociated with it. In this era of evidence-
based medicine, clinical outcomes have
become the “gold standard” for evalu-
ating the quality of care. This study rep-
resents the first comprehensive review
of the literature exploring the relation-
ship berween board certification and
clinical outcomes. Two conclusions
emerge. The first was the surprising
finding that only a limited number of
published studies have rigorously ex-
amined this question. Second, among
the reviewed studies, over half the find-
ings support the conclusion that board
certification is associated with positive
clinical outcomes.

Of the papers meeting the inclusion
criteria, no two measured the same out-
come variable within the same spe-
cialty, and few involved the same spe-
cialty, The variability in study design
and the range of outcomes measured
prevented us from using meta-analyric
statistical methods.”* Also, none of the
studies reported or adjusted the results
to account for the time intervals be-
tween board certification, which usually
oceurs immediately following comple-
tion of specialty-specific training, and
the dates ac which clinical care out-
comes were measured.

One might argue that the two studies
not adjusting results for case mix should
be included in the final analysis."*" If
these studies are added to the findings,
there are 13 papers with 16 positive
findings associating certification status
and positive outcomes, three negative
findings, and 14 with no association.
Since adjusting for case mix is a com-
monly accepted procedure when report-
ing findings, we have not included these
studties.

Orther methodclogic limitations iden-
tified among the studies were of three

kinds. The most common was incom-
plete verification of board certification
status. Verifying certification status is
critical, because up to 18% of physi-
cians misrepresent their ¢linical creden-
tials.™** Any study exploring associa-
tions between board certification and
health outcomes must assure all data are
valid regardless of whether they repre-
sent the hoard-certification variable or
the health-outcomes variables.

A second limitation concerns the
methodologic unit of analysis to obeain
a stable estimate of cach physician’s
measured patient care outcomes.”
However, most studies pooled patient
data across physicians, negating the pos-
sibility of measuring an individual phy-
sician's performance. An alternative ap-
proach would be 1o implement a nested
statistical design grouping each physi-
cian’s patient data with the patients’
outcomes analyzed by physician.” Pa-
tients’ data grouped by physician pro-
vides a more realistic estimate of each
physician's performance, permitring sea-
tistical adjustments for unique physi-
cian's characteristics. For example, for a
study population of 200 non-certified
physicians enrolled in a study consisting
of 100 physicians with excellent out-
comes and many patients and 100 with
poor outcomes and few patients, if the
data are pooled across all patients, ig-
noring the physicians' sources, reporting
the resulc for all 200 physicians would
misrepresent the underlying reality of
patients’ outcomes per physician. Only
three of the 56 studies meeting the sec-
ond sereening criteria analyzed patients’
outcomes by physician using a nested
research design,™'**?

A third methodologic limitation was
combining data for physicians from spe-
cialties into a single grouping based on
certificarion status, This design signifi-
cantly limits interpretation of the find-
ings and prohibits comparing outcomes
ateributed to a single specialty.

A study by Norcini and colleagues”
published after our review represents
one of the more methodologically
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sound designs of board certification and
outcomes, although this study pooled
results for family practitioners, inter-
nists, and cardiologists. The treatment
of acute myccardial infarction was com-
pared for certifed and non-certified
physicians during 1993 using data gen-
erated by the Pennsylvania Health Care
Cost Containment Council. Patient
mortality was used as the outcome mea-
sure. After adjusting for hospital re-
sources and other variables, board cer-
tification {combined data across all
specialties) was associated with a 15%
reduction in mortality.

Future research exploring the associ-
ation between board certification and
clinical outcomes is scverely limited by
the fact that over 87% of licensed phy-
sicians in the United States have at-
tained board certification, limiting the
pool that can be included in the poten-
tial comparison groups of non-certified
physicians. Despite the lack of unegquiv-
ocal evidence documenting the value of
board certification, we do not advocate
removing it as a measure of expertise.
Intuition, expert opinion, surrogate
markers, and the findings reported here
support the ABMS positien thar board
certification is but one of several im-
portant considerations in evaluating a
physician’s knowledge, skill, and ability
to provide good clinical care. In addi-
tion 1o board-certification status, many
factors unrelated to the physician affect
clinical outcomes, such as the type of
clinical setting, size of support staff, and
systems of clinical care, 1o name a few.
The conclusions of this review must be
considered within the larger context of
care—a context of systems as described
by the recent Institure of Medicine re-
port on etrors in medicine.”

Since board certification is evolving
into a virtual expectation for clinical
practice in the United States, future re-
search designs may need to group phy-
sicians based on numbers of attempts it
toak to pass the boards and actual board
scotes, or the amount of time since last
taking the certification examination.

ACADEMIC MEDICINE, VOL. 77, No. 6 /]June 2002

More recently the ABMS member
boards have introduced a recertification
program, which requires physicians to
revalidare their certifications every six
to ten years. Some of the member
boards {e.g., the American Boards of In-
ternal Medicine, Family Practice, and
Emergency Medicine) currently accu-
mulate data about physicians' perfor-
mances in practice for recertification.
Through the initiatives of the ABMS,
the member boards will replace recer-
tification with a Maintenance of Cer-
tification that includes a reguirement
for assessing practice performance.” Se-
lecting or developing valid ourcome
measures of practice performance for
specialty boards’ databases would make
it feasible to examine the relationships
between board certification and pa-
tients’ outcomes througheur physicians'
careers. 'Perhaps one lessan 1o be
leamned from this review is the need o
thoughtfully examine this recertifica-
tion process to document its value and
assure the American public that contin-
ued certification'is a marker of high-
quality care.

This project was funded in part by the American
Boan! of Medical Specialties Research and Edu-
cation Foundation.
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Cover Note

SIR LUKE FILDES

Fildes died of pneumonia February 27, 1927, at the age of 83,

Samuel Luke Fildes was bum Octuber 3, 1844. At the age of 17, he began studying design. Two years later, he moved
to London to study at the South Kensington School, and in 1866, he was admitted o the Academy Schouls,

One of Fildes' first johs was as an illustrator with The Graphic, a weekly social reform newspaper. Fildes' images
were of the poor and homeless Victorians. One of his engravings caughe the eye of Charles Dickens, who retained
Fildes to illustrate what would be Dicken's last novel, The Mystery of Edwin Drood.

By 1870, Fildes' popularity had soared. He left The Graphic and bugan oil painting. Sir Henry Tate commissioned
Fildes to paint a picture for his new National Gallery of British Art. This painting, The Doctar {featured on this
month's cover), was inspired by the doctor who stayed vigilantly with Fildes' eldest son during his fatal illness in
1877. This image became one of the best-selling paintings rumed-engravings of the Victorian era. Tt also appeared
on stamps from Britain and the United Stares,

Fildes' continued to fucus on social issues in his work, hut hy 1880 he had hegun to paint more portrits. Within
20 years, he had become one of the highest paid, most popular portrait painters, which gamered him a knighthood
in 1906, Among the notable persuns he painted were Edward VII, the Princess of Wales, Queen Alexandria, and

—AMY E. Ciox
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